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The Implications of Health 
Financing for Health Access and 
Equity in Nigeria
Adelakun Edward Odunyemi
Abstract
The Nigeria health system has performed woefully against all vital health indi-
ces, trailing behind many African countries despite its enormous potentials. The 
reason for this is mainly due to the financial risk Nigerians face in accessing health 
care. This study addresses the implications of the current health care financing in 
Nigeria on access and equity. It shows the imperativeness of an alternative health 
care financing in line with best practices, from comparable Low- and Middle-
Income Countries (LMICs), apart from the current National Health Insurance 
Scheme (NHIS). The findings from this study recommend that the NHIS should 
be strengthened through the policy reform to embrace fund pooling/risk-sharing, 
subsidisation for the poor and the vulnerable, mandatory enrolment, and frag-
mentation of NHIS. Other considerations include increasing domestic fiscal space 
for health and utilising a tax-based financing mechanism that has been progressive 
in all LMICs, thereby preventing the need for unsustainable reliance on external 
funding. A comprehensive package of health at the point of care is also necessary. 
However, all these recommendations require the government to show a commit-
ment to improve the country’s healthcare system through its health spending.
Keywords: universal health coverage, out-of-pocket expenditure, health insurance, 
health financing, health reform
1. Introduction
1.1 Universal health coverage in Nigeria
In 2005, the pervading global inequality in access to health care prompted the 
World Health Assembly to pronounce a resolution on Universal Health Coverage 
(UHC) [1]. UCH rests on two essential bedrocks: equitable access to quality health 
care and protection from financial risk. UHC forms target 8 of the United Nation’s 
Sustainable Development Goal 3 (SDG 3). It also plays a crucial role in achieving 
other important SDGs, such as poverty reduction (SDG 1), gender equality (SDG 5), 
inclusive economic growth (SDG 8) and reduced general inequalities (SDG 10) [2–5].
The prevailing poor health indices and extreme poverty in the sub-Sahara 
African region, especially in Nigeria, have been attributed to inequality in access 
and financial protection in health care utilisation [4, 6, 7]. In 2000, Nigeria was 
ranked by the WHO as the fourth country with the worst health system, only 
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topping three war-torn nations [8]. After two decades, Nigeria still has one of 
the worst health indices in Africa (see Tables 1–3), despite being Africa’s largest 
economy in terms of Gross Domestic Product (GDP) and most populous country 
with an abundance of both human and material resources [5, 9–11]. For instance, 
while Nigeria’s infant mortality rate in 2015 was 69 deaths in every 1,000 live births, 
the respective figures for neighbouring Africa countries like Ghana, Niger and 
Cameroon were 43, 57 and 57 per 1,000 live births [12]. The maternal mortality 
ratio of 814 per 100,000 live births in Nigeria exceeds only those of three countries 
in Africa [5, 12]. Moreover, the country has the highest number of extremely poor 
people worldwide after India [13]. Although these abysmal indices were derived 
from multiple factors, the issue of poor equitable access and exposure to financial 
hardship arising from catastrophic health care costs is the most significant.
A proven mechanism for achieving the objectives of UHC is the institution of a 
suitable mechanism of health financing [14]. Health Financing is a mechanism by 
which funds are generated, mobilised and utilise for health care [1, 15]. An effec-
tive health care financing mechanism gives people adequate financial protection 
from impoverishment arising from health services utilisation [14]. In Nigeria, 
health financing has been predominantly through out-of-pocket (OOP) spend-
ing - a regressive form of health financing. OOP payment accounts for about 69% 
of total health care expenditures in Nigeria [16]. As a result, poor households in 
Nigeria are either unable to access quality health care or face financial hardship 
from health care spending [1, 2]. More often than not, OOP payment makes people 
refrain from utilising health services, present late to health facilities, or patronise 
sub-standard health care facilities. OOP expenditure produces inequity because 
quality health care is only available to those who can pay and not those who need 
Country 
Name
1975 1980 1985 1990 1995 2000 2005 2010 2015
Ghana 186.5 166.8 154.7 127.2 114 99.4 82.9 69.1 54.6
Nigeria 241.5 211.8 206.9 209.5 204.1 183.1 155.5 136 126.8
Rwanda 246.2 218.4 159.6 149.8 249.7 178.7 109.3 63.7 41.5
South Africa 121.7 92.2 71.1 57.3 59.4 71.1 79.1 51.2 37.1
Cote d’Ivoire 202.6 168.2 154.1 152.3 152 142.3 125.3 106.4 90.6
Table 2. 
Mortality rate, under-5 (per 1,000 live births) in Nigeria compare with selected African countries (composed 
from world development indicators 2021).
Country 
Name
1975 1980 1985 1990 1995 2000 2005 2010 2015
Ghana 50.811 52.277 54.127 56.776 57.528 57.002 58.719 61.03 62.772
Nigeria 43.187 45.333 46.127 45.9 45.854 46.267 48.252 50.896 53.112
Rwanda 45.315 48.527 51.685 33.413 31.037 48.649 55.254 63.433 67.45
South 
Africa
55.428 58.107 60.946 63.307 61.561 56.048 53.447 57.669 62.649
Cote 
d’Ivoire
48.147 51.072 52.922 53.254 51.569 49.635 50.12 52.964 56.065
Table 1. 
Life expectancy at birth (total) (in years) in Nigeria compare with selected African countries (composed from 
world development indicators 2021).
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Country Demographic 
Indicators
Health 
Indicators
Health Expenditure 
Indicators
Population (total) GDP per 
capita (US$)
Life expectancy 
at birth (years)
Infant mortality 
rate (per 1,000 live 
births)
Under-5 mortality 
rate, (per 1,000 live 
births)
General government 
health expenditure (% of 
GDP)
Out-of-pocket expenditure 
(% of current health 
expenditure)
Ghana 
(2016)
28,481,946 1931.389 63.124 37.4 52.2 1.327 37.823
Nigeria 
(2016)
185,960,289 2176.002 53.541 78.5 125 0.475 75.187
Thailand 
(2016)
68,971,331 5994.231 76.403 8.9 10.3 2.858 11.345
Ghana 
(2017)
29,121,471 2025.932 63.463 36.1 50 1.087 41.212
Nigeria 
(2017)
190,873,311 1968.564 53.95 77.3 122.8 0.532 77.224
Thailand 
(2017)
69,209,858 6592.914 76.683 8.4 9.9 2.934 10.898
Table 3. 
Key demographic, health and economic indicators- Nigeria, Ghana and Thailand (2016–2017).
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it. In most instances, the poor and vulnerable groups, most in need of the services, 
have to sell their valuables, incur debts, or spend the family savings to access health 
care, resulting in further impoverishment. This phenomenon is referred to as 
catastrophic health spending [1, 17–20].
A household is usually classified as having incurred catastrophic expenditure “if it 
spends 40% or more of its discretionary (non-food), or 10% or more of its total expen-
diture on health care” [21]. Catastrophic health expenditures arise not only from direct 
spending on transportation to health facilities, treatment, investigations, medication 
and hospitalisation, but also from indirect costs resulting from depreciating health 
status and a resulting reduction in productivity [16]. Consequently, a household is 
caught up in a cycle of perpetual poverty (Figure 1). Ilesanmi et al. show an increase in 
poverty of 66.2% due to OOP spending on health care, especially among households in 
the rural communities in Nigeria [23]. Since more than 50% of Nigerians, representing 
more than 100 million people, live below the poverty line, catastrophic health expendi-
ture is endemic [16, 20, 24]. This situation, therefore, calls for an urgent need to break 
this cycle of poverty and health-related misery by eliminating OOP payments.
1.2 Nigeria health system financing and relevant policies
Health care in Nigeria is financed through government budgetary allocation, 
donor funding, NHIS and private funding. The Nigeria 1999 Constitution empow-
ers all the three tiers of government (federal, state and local) to mobilise and deploy 
resources to provide health care in their jurisdiction [24, 25]. The Nigerian govern-
ment expenditure on health is less than nearly those of any country in the world 
(see Figures 2–5) [27, 28]. For example, only 4% of the federal budget was allocated 
to health in 2018 (below the 15% commitment of the 2005 Abuja Declaration). The 
situation is worse in the states and local government, where even less is allocated 
to health [1, 3]. This reflects the value the government places on health and it is the 
most significant challenge faced in achieving UHC by Nigeria [15, 25].
Even though Nigeria is the leading recipient of Developmental Assistance for 
Health (DAH) in Sub-Sahara Africa, the fund constitutes only about 4% of the 
Figure 1. 
Cycle of impoverishment due to out-of-pocket (OOP) health spending by poor households. (Adapted from 
Han [22]).
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county’s total health spending [18, 29]. Moreover, the funding administration is 
bedevilled with numerous challenges such as a high technical assistance cost, uneven-
ness in sponsored activities, poor fund tracking, and counterpart funding issues [18]. 
In essence, DAH is not a reliable mechanism of health care financing in the country.
To achieve UHC, Nigeria adopted a social health insurance scheme known as the 
National Health Insurance Scheme (NHIS) in 2005 through an Act of Parliament. 
This is now known as Cap N42 Laws of the Federation of Nigeria, 2004 [11, 30]. 
However, after more than a decade, this scheme has not covered more than 4% 
of Nigerians [3, 16]. Despite its enormous potential in Africa, Nigeria’s NHIS has 
performed worse than many countries on the continent [4, 5, 31]. This poor per-
formance can be attributed to several policy deficiencies. First, the scheme is frag-
mented, being divided into Formal Sector, Informal Sector and Vulnerable Group 
categories and other sub-categories [32]. Second, despite commencing operation 
with the formal sector, it has not moved beyond the federal civil servants (constitut-
ing only 4% of the country’s population). These federal employees have refused to 
Figure 2. 
Public health expenditure (% of total expenditures) in selected African countries. (Source: World Development 
Indicators).
Figure 3. 
Breakdown of THE by private financing sources, 2006, 2007, 2008 and 2009. (Source: National Health Accounts 
2006-2009).
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Figure 4. 
Health Funding in Nigeria. (Source: National Health Account 2006-2009).
Figure 5. 
Capital budget implementation across selected Ministries Departments and Agencies (MDas), 2016 [26].
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contribute their 5% counterpart share of the 15% required. Therefore, the federal 
government is subsidising the health of a more affluent segment of the population 
by 10% at the expense of the poor and vulnerable people, the informal sector and the 
state employees, worsening the inequality situation [16, 17, 33]. Third, many states 
have not embraced the NHIS because the Act that set up the scheme did not capture 
the states in its operation [3, 14]. Even the Community Based Health Insurance 
(CBHI) that was recently inaugurated to cover the rural population and the informal 
sector has fared poorly with less than 3% enrolment. This insufficient enrolment has 
been attributed to unaffordable premiums, lack of trust, and poor quality of health 
[14, 34, 35]. Fourth, the Act that established NHIS made it voluntary for enrollees. 
It stripped the NHIS of the power to enforce the regulation guiding its operations, 
thereby causing poor participation and ineffective functioning of NHIS [33]. Fifth, 
the vulnerable group has not yet been covered. For example, Raji et al. discovered 
that retirees were not covered [36]. Sixth, the scheme’s fragmentation has prevented 
it from having adequate resource pooling [3]. Therefore, these problems are possibly 
responsible for the failure of NHIS to fulfil its goal of saving Nigerians from regres-
sive OOP health spending, which stands at 95% of the private health expenditures 
and 69% of the Total Health Expenditures (THE) (see Figure 4).
2. Health care financing mechanisms
Substantial evidence has proven that OPP health expenditures, rampant in 
LMICs, are the most regressive, inefficient and inequitable health care financing 
method [2, 24, 37]. While there is a concession that LMICs need to discard OPP 
expenditure, the debate is about which of the pre-payment health financial mecha-
nisms will be the best. There is no silver bullet mechanism since each country’s 
challenges are different [38, 39]. Moreover, each country is unique in its socio-
demographic, economic and political structure. However, a health finance mecha-
nism that can produce equitable access in LMICs must be based on compulsory 
pre-payment, fund pooling/risk-sharing and subsidisation, for those who cannot 
afford to pay [39–41]. Fund pooling and risk-sharing involves aggregating funds 
and redistributing them equitably between the rich and the poor, the employed and 
the unemployed, and the healthy and the sick [6, 14, 41]. Therefore, an exploration 
of different health financing mechanism follows in the next section.
2.1 Developmental assistance for health (DAH)
External funding in the form of DAH is becoming a vital funding mechanism in 
LMICs, especially in SSA [42]. As pointed out earlier, it is an unreliable mechanism 
of funding. Although DAH has decreased in the last two decades, there has not been 
a commensurate increase in SSA domestic financing [29]. This development could 
worsen the existing access, equity and financial risk problem in those countries 
[42]. However, DAH may be required, in the short to medium term, as complemen-
tary or supplementary funding for UHC in LMICs [40].
2.2 Community-based health insurance (CBHI)
CBHI is a form of private health insurance in which a group of people in a 
community contributes to financing their health care. It is used in LMIC to cater for 
the rural population and the informal workers usually not covered by other health 
insurance. CBHI suffers adverse selection and low participation and retention, 
resulting in low fund pooling and risk-sharing like any voluntary insurance scheme. 
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The poor resource pooled also produces high administrative costs and sustainability 
issues. Moreover, no matter how small, the premium may be unaffordable for the 
poorest members of the community [18, 42]. Although CBHI can potentially protect 
the enrollee from OOP spending, the very poor, who are not covered suffer financial 
risk, poor access and inequity. Therefore, CBHI is only helpful as a short-term 
measure against OOP spending [35, 42].
2.3 Social health insurance
Most developed countries have protected people from financial risk using social 
health insurance (SHI) or a tax-based funding mechanism [37]. SHI is a scheme in 
which the government mandates people to contribute to financing their health. It 
is usually funded jointly by the employees and their employers. The government 
pays for those who cannot pay, such as the poor, unemployed and vulnerable. SHI 
became the predominant health financing method in LMICs having been adopted 
by the African Union Conference of health ministers in 2007 [1, 37, 42]. While some 
countries such as Kenya, Tanzania and Nigeria introduced their SHI beginning 
with the formal sector and planned to expand it later, others like Ghana, Rwanda 
and Mali began with the entire population. Generally, countries in the latter group 
have successfully covered a more significant population, while the former has 
been unable to move beyond the formal sector. This issue has generated a severe 
equity problem of leaving behind the poor community of informal employees [42]. 
Consequently, a bottom-up approach, starting with the poor and vulnerable group 
and then the informal sector, has been suggested if this scaling-up approach is 
adopted [43].
SHI’s success story in high-income countries like Germany has not been repli-
cated in LMICs because of the mostly poor, unemployed and informal population. 
Moreover, LMICs cannot wait the length of time usually required for SHI to achieve 
UHC. Germany had to wait for 127 years [40]. Ghana and Rwanda’s success stories 
with SHI have been made possible by subsidising mandatory enrolment for the poor 
and vulnerable group, a large percentage of their population, through tax revenue 
and donor funds [42].
2.4 Domestic government funding through taxation
A mechanism in which government funds health care mainly from its revenue 
or general taxation is called tax-based health financing [1, 18]. by Wagstaff et al. 
in their study of thirteen OECD countries, proved that direct taxes are progressive 
and indirect taxes are regressive in all the countries. It, however, shows that SHI is 
only progressive in eleven countries [44]. In contrast, a global review by Aurelio 
Mejía shows that direct and, even, indirect tax-funded systems are generally more 
progressive than SHI in LMICs [45].
A growing body of evidence has shown that tax-generated revenue is a signifi-
cant potential source for expanding domestic fiscal space for health (DFSH)  
[42, 46]. Some consumption taxes on products (such as tobacco, alcohol and sugar) 
that are harmful to health (the so-called “sin tax”) could be earmarked for health 
care financing as has been carried out in Thailand [42, 47]. Mobile phone usage tax 
is another revenue source for health care, considering the sizeable mobile phone 
subscriber base in Nigeria [48]. Subsidy from petroleum products can also be used 
to fund health care as is done in Indonesia [49]. It has been established that an 
increase in health expenditure can increase the economic growth of LMIC by 0.4 
[10]. However, governments in LMIC must prioritise health financing following the 
example of countries like China, Cuba and South Korea [29, 50].
9
The Implications of Health Financing for Health Access and Equity in Nigeria
DOI: http://dx.doi.org/10.5772/intechopen.98565
Two approaches to health care financing have shown consistent results in 
LMICs. First, the adoption of a tax-based health financing mechanism for popula-
tion coverage as used with great success in Sri Lanka, Malaysia and Brazil. Second, 
SHI and general tax use to target the formal sector and the rest of the country, 
respectively. This approach was employed to achieve UHC in Thailand, Mexico and 
Kyrgyzstan [40].
3. Healthcare financing in Nigeria compared with selected countries
3.1 Ghana social health insurance Scheme
Ghana is a middle-income country in West Africa with a total population of 
28,207,000 in 2015 and gross national income per capita of $3,880 in 2013 [51]. 
It is noteworthy that Ghana and Nigeria operate SHI (both known as National 
Health Insurance Scheme. Ghana began its SHI in 2004, just a year before Nigeria. 
Although Ghana has not achieved the recommended 90% UHC, it has become 
a success story in Africa within two decades of commencing the scheme, having 
covered about 64% of its total population. It has gone through different phases 
and challenges to reach this pedestal [6, 40]. Therefore, Nigeria can learn from 
Ghana how it was able to achieve this success, despite limited economic and human 
capital resources compared to Nigeria [11, 17]. Although, Ghana has not reached 
the targeted UCH goal, but it prides itself on achieving better health outcomes than 
Nigeria (see Table 4). This is not unrelated to its achievement so far with universal 
health coverage [33, 52]. While Nigeria’s NHIS coverage stands at less than 5%, 
Ghana’s rose exponentially from 6.5% in 2005 to 36% in 2010, then 40% at the close 
of 2015, and about 64% in 2018 [5, 6, 31]. In 2012, the previous National Insurance 
Act 2003 that established Ghana’s NHIS was amended to accommodate some 
efficient changes, including merging all previously existing schemes into a unify-
ing scheme under NHIS [5]. This ‘umbrella’ mechanism contrasts with the mostly 
fragmented NHIS in Nigeria, as discussed earlier.
One approach that helped Ghana to scale up coverage within a short time is the 
level of awareness and advocacy in the mass and electronic media [5]. Oni et al. has 
shown that the level of awareness of and access to NHIS has significant impact on ser-
vice delivery [6]. The compulsory enrollment into NHIS by all residents of Ghana is 
another important reason why the scheme has been able to cover the country widely. 
This is in sharp contrast to Nigeria, where it is statutorily voluntary. Although Ghana’s 
implementation of NHIS is faced with the problem of poverty like Nigeria, it has 
exempted the poor and other vulnerable groups from paying an insurance premium. 
This exemption resulted in increasing access and equity in health care. Although 
Nigeria NHIS made provision for the vulnerable group to include the physically and 
mentally challenged, prisoners, pregnant women, under-five children, and the aged, 
the reality in Nigeria is that no such exception is provided [5, 31, 52].
Moreover, enrollees of Nigeria NHIS still pay some hidden charges, co-payments 
and deductibles at the point of care, in contrast to Ghana, where no additional 
payment is required from their counterparts. Besides, there is a variable benefits 
package offered by Nigeria NHIS depending on the membership category. This is 
not the case in Ghana, where all benefit packages are uniform across the board using 
the diagnosis-related group (DRG). The most important factor contributing to the 
achievement recorded by Ghana is the fact that there has been an increase in total 
health expenditure as a percentage of total government expenditure to meet the 
15% Abuja target. Moreover, Ghana finances 70% of its NHIS from taxation, used 
mainly for those exempted from paying the premium. The situation in Nigeria is the 
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Country Demographic indicators Hearth indicators Health expenditure indicators
Population 
(millions)
GDP 
(p.cap)
LE 
(Male)
LE 
(Female)
IMR U-5 year 
MR
p-HIV 
(% pop)
i-TB 
(cases)
THE 
(p.cap)
THE (% 
GDP)
Public HE 
(%THE)
OOP HE (% 
private)
Nigeria 2000 123.7 371 48 47 116 186 3.9 172 17 4.7 33 93
Ghana 2000 192 260 58 59 64 99 2.3 152 19 7.2 41 80
Nigeria 2002 129.8 455 47 48 107 177 3.8 182 18 4.0 26 90
Ghana 2002 20.1 306 58 60 61 94 2.2 138 20 6.5 36 80
Nigeria 2004 136.4 644 48 49 102 168 3.7 180 44 7.0 32 95
Ghana 2004 21.1 420 60 61 58 88 2.1 125 26 6.3 35 80
Nigeria 2006 143.3 1,014 49 50 97 159 3.6 168 59 5.7 34 96
Ghana 2006 21.1 920 61 63 55 83 1.9 112 48 44 57 65
Nigeria 2008 150.7 1,374 50 51 93 151 3.6 145 80 5.7 41 95
Ghana 2008 233 1,226 62 64 53 79 1.8 99 68 5.6 58 67
Nigeria 2010 158.4 1,278 51 52 88 143 3.6 133 63 5.1 38 95
Ghana 2010 24.4 1,325 63 65 50 74 1.8 86 67 5.2 60 66
OECD 2010 N/A 34,774 77 82 6.8 8.2 0.3 N/A 4,365 12.6 65 67
Notes: OECD, Organisation for Economic Co-operation and Development; LE, life expectancy at birth; IMR, infant mortality rate per 1,000 live births; U-5 year MR is per 1,000 live births; p-HIV, 
prevalence of HIV % of population aged 15–49; i-TB, incidence of TB per 100,000; GDP, Gross Domestic Product (in 2012 USS); THE, total health care expenditure; p.cap, per capita; OOP, Out of 
pocket.
Source: World Bank [15]. (Adapted from Odeyemi and Nixon [52]).
Table 4. 
Key demographic, health and economic indicators - Nigeria, Ghana and OECD mean 2000–2010.
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opposite [4, 5, 31, 52]. All these benefits offered by Ghana NHIS have contributed to 
expanding equity in access and provision of health care. Recently, Ghana is propos-
ing a one-time payment for health care services known as the “One-time Premium 
Payment Policy” to mainly serve those in the informal sector [14, 15]. This step has 
the potential of boosting NHIS coverage and in turn, reducing OOP.
3.2 Thailand health insurance Scheme
Thailand is a middle-income country in South-East Asia, with a population of 
69 million and a GDP per capita of $7,792. About 56% of its population is in rural 
area [51]. Thailand’s health financing is worthy of consideration because of its long 
history of challenges similar to Nigeria, and its eventual rapid success which has 
become a global reference [53, 54]. The quest of Thailand toward achieving UHC 
began as early as 1975. After several trials with several health insurance mecha-
nisms, Thailand achieved UHC in 2002 after commencing its Universal Coverage 
Scheme (UCS) the previous year [55]. By 2015, Thailand had been able to provide 
health coverage for 98% of its population [54]. Before 2001, the formation of differ-
ent health insurance types to cater for various risk pool resulted in the fragmenta-
tion and failure of those schemes. When UCS was introduced, against all the odds, 
other fragments were collapsed into UCS except the Civil Servant Benefit Scheme 
(CMBS) and the Social Security Scheme (SSS). CMBS is a tax-funded health insur-
ance that provides coverage for the formal sector, while SSS is a form of SHI for the 
private sector, covering about 12.3 million people.
Three essential factors contributed to the success of UCS within just a year. 
First, it is funded exclusively through government tax except at the beginning of 
the scheme when patients were required to pay 30 Baht ($0.75) co-payment. Excise 
tax on alcohol and tobacco were earmarked to fund the scheme [43, 56]. Evidence 
has proven that tax-funded (especially direct-tax) health insurance is less regressive 
compared to SHI [45, 57]. Second, contrary to what operates in Nigeria, UCS uses a 
comprehensive medical package with only very few diseases not covered. This saw 
improvement in access and equity. Third, there is a purchase-provider split in the 
payment for health services. Capitations are paid for outpatient service, while DRG 
is used to pay for inpatient care [57]. Since UCS was introduced, there has been an 
improvement in health outcomes of the population reflected in Thailand’s positive 
health indices. Moreover, the number of households suffering from catastrophic 
health spending became insignificant [47, 53]. Thailand’s success story will not be 
complete without pointing out that the resilient political determination, commu-
nity engagement, evidence-based research, and regular monitoring and evaluation 
employed by the Thai government were instrumental to achieving the feat [58].
4. Conclusion and recommendations
This study has shown that about 70% of Nigerians pay for health care through 
OOP, hindering their access to quality health care. While the trend continues, many 
households in the country have been impoverished through catastrophic health 
expenditure. This has culminated in the poor health-seeking and consequent poor 
health indices. Therefore,
However, the country has the potential to reverse the trend by learning from other 
countries all over the globe which have achieved UHC by adopting either a tax-based 
insurance scheme or an SHI scheme. Consequent to this, it is recommended the 
scheme is overhauled and repositioned to promote equity and access to health care. 
This can be done using an excise tax or “sin tax”. The revenue generated could be used 
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to finance the health of the entire country in combination with the existing NHIS. 
Moreover, this study recommends that the law that established the NHIS should be 
amended to make insurance mandatory to increase participation. However, adequate 
awareness should be created for the same reason. The currently fragmented NHIS 
should be amalgamated for efficiency, risk sharing and fund pooling. The benefits 
package should also be reviewed to be more comprehensive to attract and encourage 
enrollees. Enrolment could also be boosted by providing free healthcare to the poor 
and the vulnerable group, thereby removing inequality and inaccessibility. Finally, in 
line with the 15% Abuja declaration, there is a need for the government to demonstrate 
political commitment toward UHC by increasing budgetary allocation to health.
Acknowledgements
I would like to take this opportunity to express my immense gratitude to the 
many wonderful people who have given their invaluable support and assistance 
during the preparation of this work.
First and foremost, I am profoundly indebted to my supervisor and mentor, A/
Prof Khurshid Alam who has provided unalloyed support and guide for me during 
my study at Murdoch University. His enthusiasm and encouragement are instru-
mental to the success of this work.
I am deeply grateful to Ms. Sandra Crewes for painstakingly reviewing and edit-
ing this work, even at a very short notice.
I owe a special debt of gratitude to my darling wife, Abimbola Odunyemi and my 
daughters, Adebola Odunyemi and Adebusola Odunyemi for being always there for 
me through thick and thin.
I would like to thank the Australian Government, the Department of Foreign 
Affair and Trade that provided me the scholarship that allowed me to obtain this 
lifetime opportunity to acquire first-class learning experience in Australia.
Finally, my profound gratitude goes to God Almighty who is the ultimate source 
of wisdom and knowledge.
Conflict of interest
The author declares no conflict of interest.
© 2021 The Author(s). Licensee IntechOpen. This chapter is distributed under the terms 
of the Creative Commons Attribution License (http://creativecommons.org/licenses/
by/3.0), which permits unrestricted use, distribution, and reproduction in any medium, 
provided the original work is properly cited. 
13
The Implications of Health Financing for Health Access and Equity in Nigeria
DOI: http://dx.doi.org/10.5772/intechopen.98565
[1] Michael, G., I. Aliyu, and B. Grema, 
Health financing mechanisms and 
extension of health coverage to the poor 
and vulnerable groups: What options 
are available in the Nigerian context? 
Journal of Health Research and Reviews, 
2019. 6(3).
[2] Qin, V.M., et al., The impact of user 
charges on health outcomes in low-
income and middle-income countries: a 
systematic review. BMJ Glob Health, 
2018. 3(Suppl 3): p. e001087.
[3] Enabulele, O., Achieving Universal 
Health Coverage in Nigeria: Moving 
Beyond Annual Celebrations to 
Concrete Address of the Challenges. 
World Medical & Health Policy, 2020. 
12(1): p. 47-59.
[4] Umeh, C.A., Challenges toward 
achieving universal health coverage in 
Ghana, Kenya, Nigeria, and Tanzania. 
Int J Health Plann Manage, 2018. 33(4): 
p. 794-805.
[5] Nnamuchi, O., et al., Successes and 
Failures of Social Health Insurance 
Schemes in Africa-Nigeria versus Ghana 
and Rwanda: A Comparative Analysis. 
Annals of health law / Loyola University 
Chicago, School of Law, Institute for 
Health Law, 2019. 28: p. 127 – 148.
[6] Oni, M. Abiodun, and B. Olayinka. 
Awareness of and Access to National 
Health Insurance Scheme in Nigeria and 
Ghana. 2019.
[7] Asante, A., et al., Equity in Health 
Care Financing in Low- and Middle-
Income Countries: A Systematic Review 
of Evidence from Studies Using Benefit 
and Financing Incidence Analyses. PLoS 
One, 2016. 11(4): p. e0152866.
[8] Tandon, A., et al., Measuring overall 
health system performance for 191 
countries. Geneva: World Health 
Organization, 2000.
[9] Aregbeshola, B.S., A Tax-based, 
Noncontributory, Health-Financing 
System Can Accelerate Progress toward 
Universal Health Coverage in Nigeria. 
MEDICC review, 2018. 20: p. 40-45.
[10] Edeme, R.K. and O. Olisakwe, 
Public Health Expenditure, Economic 
Growth and Health Outcomes in 
Nigeria. International Journal of Public 
Policy and Administration Research, 
2019. 6(1): p. 23-32.
[11] Adebisi, S.A., J.M. Odiachi, and 
N.A. Chikere, The National Health 
Insurance Scheme (NHIS) in Nigeria: 
Has the Policy Achieved its Intended 
Objectives? Academic Journal of 
Economic Studies, 2019. 5: p. 97+.
[12] Oladayo Timothy, P., Needs for 
Restructuring the Health Sector 
Financing in Nigeria: An Exploratory 
Comparative Study. International 
Journal of Economics & Management 
Sciences, 2018. 07(03).
[13] Katayama, R. and D. Wadhwa. Half 
of the world’s poor live in just 5 
countries. 2019; Available from: https://
blogs.worldbank.org/opendata/
half-world-s-poor-live-just-5-countries.
[14] Uzochukwu, B.S., et al., Health care 
financing in Nigeria: Implications for 
achieving universal health coverage. Niger 
J Clin Pract, 2015. 18(4): p. 437-444.
[15] Onisanwa, I.D., B.S.-I. Sunday, and 
M.O. Adaji, Healthcare Financing and 
Health Status Analysis in Nigeria. Amity 
Journal of Healthcare Management, 
2018. 3 (2): p. 31-42.
[16] Olaniyan, O. and C. Oburota, 
Equitable Health Care Financing and 
Universal Health Care Coverage in 
Nigeria. 2019. 8: p. 25-31.
[17] Adewole, D., A. Adebayo, and K. 
Osungbade, A qualitative survey of 
References
Healthcare Access
14
pre-payment scheme for healthcare 
services in a rural Nigerian community. 
African Journal of Biomedical Research, 
2017. 20(1): p. 17-24.
[18] Olakunde, B., Public health care 
financing in Nigeria: Which way 
forward? Annals of Nigerian Medicine, 
2012. 6(1).
[19] Aregbeshola, B.S. and S.M. Khan, 
Out-of-pocket health-care spending and 
its determinants among households in 
Nigeria: a national study. Journal of 
Public Health, 2020.
[20] Aregbeshola, B.S. and S.M. Khan, 
Determinants of impoverishment due to 
out of pocket payments in Nigeria. 
Journal of Ayub Medical College 
Abbottabad, 2017. 29(2): p. 194-199.
[21] Amakom, U. and U. Ezenekwe, 
Implications of households catastrophic 
out of pocket (OOP) healthcare 
spending in Nigeria. Journal of Research 
in Economics and International Finance 
(JREIF) Vol, 2012. 1(5).
[22] Han, W., Health care system reforms 
in developing countries. Journal of public 
health research, 2012. 1(3): p. 199.
[23] Ilesanmi, O.S., A.O. Adebiyi, and 
A.A. Fatiregun, Contribution of 
household health care expenditure to 
poverty in Oyo State, South West 
Nigeria: A rural and urban comparison. 
Journal of Health Management & 
Informatics, 2017. 4(3): p. 64-70.
[24] Onwujekwe, O., et al., Exploring 
effectiveness of different health 
financing mechanisms in Nigeria; what 
needs to change and how can it happen? 
BMC health services research, 2019. 
19(1): p. 661.
[25] Hafez, R., Nigeria Health Financing 
System Assessment. 2018: World Bank.
[26] Ministry of Budget and National 
Planning. 2016 Fourth Quarter and 
Consolidated Budget Implementation 
Report, Abuja. 2016.
[27] World Bank. World Development 
Indicators. 2021; Available from: https://
data.worldbank.org/indicator/SH.XPD.
CHEX.GD.ZS?end=2018&start=2000&
view=chart.
[28] Federal Ministry of Health, National 
Health Accounts 2006-2009. 2009.
[29] Chang, A.Y., et al., Past, present, 
and future of global health financing: a 
review of development assistance, 
government, out-of-pocket, and other 
private spending on health for 195 
countries, 1995-2050. The Lancet, 2019. 
393(10187): p. 2233-2260.
[30] Ogaboh, A., N. Osuchukwu, and E. 
Ushie, National Health Insurance 
Scheme (NHIS) and Employees' Access 
to Healthcare Services in Cross River 
State, Nigeria. Global journal of health 
science, 2010. 10: p. 9-16.
[31] Amu, H., et al., Understanding 
variations in health insurance coverage 
in Ghana, Kenya, Nigeria, and Tanzania: 
Evidence from demographic and health 
surveys. PLoS One, 2018. 13(8): p. 
e0201833.
[32] National Health Insurance Scheme. 
Programmes. 2020; Available from: 
https://www.nhis.gov.ng/
our-services/#.
[33] Adewole, D. and K. Osungbade, 
Nigeria National Health Insurance 
Scheme: A Highly Subsidized Health 
Care Program for a Privileged Few. 
International Journal of TROPICAL 
DISEASE & Health, 2016. 19(3): 
p. 1-11.
[34] Odeyemi, I.A., Community-based 
health insurance programmes and the 
national health insurance scheme of 
Nigeria: challenges to uptake and 
integration. International journal for 
equity in health, 2014. 13(1): p. 20.
15
The Implications of Health Financing for Health Access and Equity in Nigeria
DOI: http://dx.doi.org/10.5772/intechopen.98565
[35] Adebayo, E.F., et al., A systematic 
review of factors that affect uptake of 
community-based health insurance in 
low-income and middle-income 
countries. BMC Health Serv Res, 2015. 
15: p. 543.
[36] Raji, B.A., et al., Health status of 
senior citizens vis-à-vis the National 
Health Insurance Scheme in Nigeria. 
Nnamdi Azikiwe University Journal of 
International Law and Jurisprudence, 
2019. 10(1): p. 176-182.
[37] Ezat Wan Puteh, S. and Y. Almualm, 
Catastrophic Health Expenditure among 
Developing Countries. Health Systems 
and Policy Research, 2017. 04(01).
[38] Sakha, M.A., et al., Health financing 
assessment and policy analysis toward 
universal health coverage: a systematic 
review of qualitative research. Global J 
Health Sci, 2017. 9(5): p. 131-142.
[39] Kutzin, J., W. Yip, and C. Cashin, 
Alternative Financing Strategies for 
Universal Health Coverage. 2019.
[40] Averill, C. and A. Marriott, 
Universal health coverage: why  
health insurance schemes are leaving  
the poor behind. 2013: Oxfam 
International.
[41] Ahangar, A., et al., The Role of 
Risk-sharing Mechanisms in Finance 
Health Care and Towards Universal 
Health Coverage in Low-and Middle-
income Countries of World Health 
Organization Regions. Journal of 
Preventive Medicine and Public Health, 
2018. 51: p. 59-61.
[42] McIntyre, D., et al., Challenges in 
Financing Universal Health Coverage in 
Sub-Saharan Africa, in Oxford Research 
Encyclopedia of Economics and 
Finance. 2018.
[43] Cotlear, D., et al., Going universal: 
how 24 developing countries are 
implementing universal health coverage 
from the bottom up. 2015: The 
World Bank.
[44] Wagstaff, A., et al., Equity in the 
finance of health care: some further 
international comparisons. J Health 
Econ, 1999. 18(3): p. 263-290.
[45] Mejía Mejía, A., Is tax funding of 
health care more likely to be regressive 
than systems based on social insurance 
in low-and middle-income countries? 
Lecturas de Economía, 2013(78): p. 
229-239.
[46] Barroy, H., et al., Can Low- and 
Middle-Income Countries Increase 
Domestic Fiscal Space for Health: A 
Mixed-Methods Approach to Assess 
Possible Sources of Expansion. Health 
Syst Reform, 2018. 4(3): p. 214-226.
[47] Sumriddetchkajorn, K., et al., 
Universal health coverage and primary 
care, Thailand. Bulletin of the World 
Health Organization, 2019. 97(6): p. 415.
[48] Brown, O., FIXING HEALTHCARE 
IN NIGERIA. 2018: Flying Doctors 
Nigeria.
[49] Gupta, V., R. Dhillon, and R. Yates, 
financing universal health coverage by 
cutting fossil fuel subsidies. The Lancet 
Global Health, 2015. 3(6): p. e306-e307.
[50] Doherty, J., et al., Does expanding 
fiscal space lead to improved funding of 
the health sector in developing 
countries? lessons from Kenya, Lagos 
State (Nigeria) and South Africa. Glob 
Health Action, 2018. 11(1): p. 1461338.
[51] World Health Organization. 
Countries. 2020; Available from: https://
www.who.int/countries/.
[52] Odeyemi, I.A. and J. Nixon, 
Assessing equity in health care through 
the national health insurance schemes 
of Nigeria and Ghana: a review-based 
comparative analysis. Int J Equity 
Health, 2013. 12: p. 9.
Healthcare Access
16
[53] Hanvoravongchai, P., Health 
financing reform in Thailand: toward 
universal coverage under fiscal 
constraints. 2013.
[54] Tangcharoensathien, V., et al., The 
Political Economy of UHC Reform in 
Thailand: Lessons for Low- and Middle-
Income Countries. Health Syst Reform, 
2019. 5(3): p. 195-208.
[55] Tangcharoensathien, V., et al., 
Health systems development in 
Thailand: a solid platform for successful 
implementation of universal health 
coverage. The Lancet, 2018. 391(10126): 
p. 1205-1223.
[56] Coady, D., B. Clements, and S. 
Gupta, The Economics of Public Health 
Care Reform in Advanced and Emerging 
Economies, in CHAPTER 16: Evidence-
Based Health Financing Reform in 
Thailand. 2012, INTERNATIONAL 
MONETARY FUND.
[57] Paek, S.C., N. Meemon, and T.T.H. 
Wan, Thailand's universal coverage 
scheme and its impact on health-seeking 
behavior. SpringerPlus, 2016. 5(1): p. 
1952-1952.
[58] Dutta, A. and C. Hongoro, Scaling 
up national health insurance in Nigeria: 
learning from case studies of India, 
Colombia, and Thailand. 2013.
